Here, we report a case of gastropericardial fistula associated with the treatment of acute pericarditis using non-steroidal anti-inflammatory drugs (NSAIDs) in the presence of gastric cancer. The patient presented with acute pericarditis with pericardial effusion that had progressed into definite gastropericardial fistula with pneumopericardium after the administration of NSAIDs. The patient improved after conservative management. Based on the current case, we advise caution when using NSAIDs to treat acute pericarditis in the presence of gastric cancer or possible gastropericardial fistula. (Korean J Med 2014;86:489-493) 
INTRODUCTION
Gastropericardial fistula was first described by Bricheteau [1] in 1884, but has since been reported only rarely. The major causes of gastropericardial fistula are surgery or trauma, and the mortality rate is extremely high [2, 3] . Recently, we experienced a case of gastropericardial fistula that was worsened by the use of non-steroidal anti-inflammatory drugs (NSAIDs) to treat acute pericarditis.
CASE REPORT
A 60-year-old male was diagnosed with cholangiocarcinoma and underwent hemihepatectomy with cholecystectomy. He had been treated with adjuvant gemcitabine chemotherapy, but a follow-up computed tomography (CT) scan revealed the new On day 7, the patient complained of nausea, vomiting that produced a black-colored material, and dizziness. His blood pressure had fallen to 88/44 mmHg. Complete blood count profiling revealed aggravated leukocytosis. A chest X-ray showed double contour signs on both sides of the heart, suggesting a perforated pericardium (Fig. 2A) . Echocardiography (Fig. 3) showed a significantly decreased amount of pericardial effusion compared with on day 4. Because of the possibility of combined infection, broad-spectrum antibiotics were administered empirically, and Enterobacter cloaca grew in blood culture bottles. He was then instructed to be nil per os. Ibuprofen was stopped immediately, and he was treated with an initial bolus of 80 mg pantoprazole followed by continuous infusion of 8 mg/hr for three days. On day 14, a follow-up chest CT scan revealed a large perforation connecting the pericardial and gastric cavities (Fig. 4) , and the volume of free air in the pericardium was maximized (Fig. 2B ). Since then, the volume of free air decreased progressively (Fig. 2C) . During the nil per os period, the patient was supported by central total parenteral nutrition. The antibiotic
imipenem was administered until day 28 because the first negative conversion blood culture study appeared on day 15.
Thereafter, the patient was transferred to a hospital designed for hospice care.
DISCUSSION
Surgical closure is the treatment that results in the best outcome in patients with gastropericardial fistula [3] . However, a recent report by Chauhan et al. [4] suggested that a tailored approach should be considered for each individual regarding the risk and benefit, which could result in a positive outcome for conservative treatment with nasojejunal feeding. In the present case, we did not operate on the patient because of limited life expectancy. During the course of treatment, the size of his pneumopericardium was maximized on hospital day 14, and decreased thereafter. Bacteremia and septic shock were resolved by antibiotic treatment. After 2 months of supportive care with nil per os and total parenteral nutrition, he was discharged from our hospital alive into hospice care.
Most cases of gastropericardial fistula are caused by surgery or trauma, and the mortality rate is extremely high [2, 3] . In South Korea, all of the four reported gastropericardial fistula cases were related to surgery [5] [6] [7] [8] . Intra-abdominal stomach pathologies such as trans-diaphragmatic perforation of gastric cancer or an ulcer into the pericardium can also result in gastropericardial fistula [2] . In the current case, gastric cancer might have been the cause of gastropericardial fistula and acute pericarditis. It is also possible that a small pre-existing gastropericardial fistula was worsened during the treatment of acute pericarditis. If so, this would be the first case report of gastropericardial fistula that was aggravated by the use of NSAIDs. Although the acute pericarditis treatment might also be the cause of gastropericardial fistula in the presence of gastric cancer, the former assumption is more acceptable.
The common causes of acute pericarditis are as follows:
neoplastic (35%), autoimmune (23%), viral (21%), bacterial (6%), uremia (6%), tuberculosis (4%), idiopathic (4%), and others [9] .
NSAIDs such as ibuprofen are the mainstay of treatment for acute pericarditis. NSAIDs alone or in combination with colchicine are effective to treat the initial occurrence and prevent recurrence, whereas systemic corticosteroid administration is restricted to connective tissue disorders, and autoimmune or uremic pericarditis [10] . In the present case, although we could not determine the exact etiology of acute pericarditis, it is possible that an ulcerofungative mass on the high body of the stomach formed a small gastropericardial fistula with subsequent acute pericarditis. However, because we did not suspect a gastropericardial fistula, NSAID therapy might have aggravated the fistula, resulting in pericardial effusion into the gastric cavity and subsequent pneumopericardium. Although conclusive recommendations cannot be made on such a small number of cases, the possibility of gastropericardial fistula might be considered before using NSAIDs in patients with acute pericarditis and the presence of gastric malignancy. Despite the severity of this condition, the patient showed great improvement after treatment. Although the fistula was not cured, conservative management was beneficial for the patient.
중심 단어: 심낭기종; 심막염; 위암; 누공
